been reported to occur secondary to malperfusion from complicated type B thoracic aortic dissection (TAD). We present diagnosis and endovascular treatment strategies for managing transient ischemic cauda equine syndrome.
First Report of Thoracic Endovascular Aortic Repair With Chimney to Free Vein Coronary Bypass for Ruptured Type A Thoracic Aortic Dissection
Manish Mehta, MD, MPH, 1 Philip Paty, MD, 1 Zachary Kostun, MD 2 . 1 Vascular Health Partners, Albany, NY; 2 Vascular Health Partners, Queensbury, NY Objectives: An 85-year-old patient with a history of oxygen-dependent chronic obstructive pulmonary disease and coronary artery bypass grafting (LIMA-LAD, free vein-circumflex) presented to the emergency department with chest and back pain. Computed tomography angiography (CTA) confirmed acute type a thoracic aortic dissection limited to the ascending thoracic aorta. Aneurysm size is 10 cm. This patient was evaluated by cardiovascular surgeons who offered the patient palliative care secondary to perioperative risk and sent home. The patient lived a few more months and presented to us for a second opinion and possible treatment. Repeat CTA and angiogram confirmed a contained ruptured thoracoabdominal aortic artery that needed treatment to exclude the aneurysm and resolve the rupture.
Methods: A plan to treat the patient included a thoracic stent graft with a parallel stent graft to the free vein bypass (to the circumflex artery). The circumflex bypass was selected and a Viabahn stent graft (W. L. Gore & Associates) positioned. The thoracic stent graft was placed from the sinotubular junction to the innominate artery. Venous rapid ventricular pacing was done through a transjugular approach during deployment of the ascending thoracic stent graft. Completion aortogram showed proximal seal at the sinotubular junction with retrograde flow through the parallel graft to the circumflex artery.
Results: The patient tolerated the procedure and was discharged to home. Chest and back pain resolved. A significant gutter endoleak noted on CTA evaluation after the procedure. Transfemoral coil embolization was performed to obliterate the gutter endoleak. Follow-up CTA shows significant decrease in aneurysm size with patency of parallel graft.
Conclusions: Thoracic endovascular aortic repair with a parallel stent graft can be a durable option in high-risk patients for zone 0 pathology. Objective: Revascularization of the specific anatomic area of the ischemic wound of the lower extremity is essential to achieve healing and limb salvage. In certain circumstances, it may not be possible to revascularize the source artery directly. If the arterial-arterial connections can revascularize the source artery of target angiosome, the healing rate may be similar. If no revascularization of the source artery is feasible, the result may be worse. Our objective was to analyze the influence of these arterial-arterial connections on ischemic wound healing and limb salvage after successful endovascular intervention of the isolated below the knee vessel.
Methods: This institutional review board approved, retrospective study analyzed ischemic wounds revascularized by endovascular interventions of isolated below the knee arteries during a 5-year period (January 2012-December 2016). Wounds were classified as direct revascularization (DR) if the source artery supplied the angiosome was treated, and as indirect revascularization (IR) if no direct revascularization of source artery angiosome is possible. Indirect revascularization via arterial-arterial connections (IR-AA) indicates that the source artery angiosome was directly revascularized by another major artery via arterial connections (pedal arch and distal peroneal branches).
Results: There were 35, 38, and 33 patients in the DR, IR-AA, and IR groups, respectively. The mean age was 67.00 6 11.54 years, with 82 males and 24 females. The wound healing rate was higher in IR-AA than in DR (92% vs 80%; P ¼ .013) and less in IR (92% vs 63%; P ¼ .083). Major amputation-free survival was statistically significant between IR-AA vs IR groups (90% vs 70%; P ¼ .03). Overall amputation-free survival was 88%, 90%, and 70% in the DR, IR-AA, and IR groups, respectively, at an average follow-up of 21 6 14 months. Subgroup analysis for single below the knee vessel revascularization showed significant success of the wound healing rate between DR and IR (85% vs 58%; P ¼ .046) and IR-AA and IR (96% vs 58%; P ¼ .008).
Conclusions: Wound revascularization using arterial-arterial connections may give similar healing results to those supplied through direct source artery. Treating diseased below the knee artery (ie, with chronic occlusion and >70% stenoses) and improving blood flow via arterial-arterial connections per angiosome model improved wound healing and amputation-free survival in this cohort.
